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" £000° INITIAL COMMENTS F 000,
. 1
|
! An onsits visit was dohducted duting the annual
{ recertification survey on'August 9, 2010, thru
} August 11, 2010, at NHC Murireashorn o
 investigate clo #28217, 24872, 24157, 2B0EZ,
-and 26151. no deficiencies were cited relgied to
1 the complaints.
F 1761 453.10(n) RESIDENT SELF-ADMINISTER FI78! 176
38=D i DRUGS IF DEEMED SAFE
1 An individual resident may self-administer drugs if Resident # 8 was assessed for self
! the interdisciplinary team, as defined by administration on the nebulizer
l §483:20(F[)(2)(i| . has determined that this medication on 8/18/10. All pattenfs
{ practice is safe. receiving nebulizer medications will
i : be assessed for self administration by
: This REQUIREMENT is not met as evidencad 9/27/10. In-services Were conducted
i by: - by the DON for the Licensed Nurses
| Bagedtgggﬁdl fr:dwrd g;ggw; observation, | on 8/16/10, 8/17/10, 8/23/10, and
jandIn , the facllity to assess for i p sin 3
! Self-administratian of medications for one (#8) of : 8/31/10 regarding sclf admu ms?ﬁon
' ! thirty-three residents reviewed. of nebulizers and observation ©
i . patients receiving nebulizers. The
. The findings included: DON or her designee will c;rlgqut a
i ; .
i - ] ance study regarding
; Resident #8 was admitted to the faoility on July quahty assura o S T geatd
{ 21, 1988, with diagnoses neluding Closed Head nebulizer medication administration
! Injury, Seizures, Persistent Vegetative State, and ; monthly for 3 months and then -
i Organic Brain Syndrome. i continue at the discretion of the
' : i rance Commitice.
i Medical record review of the Minimum Data Set Quality AsS 83110
 dated May 7. 2010, revealed the resident was
 comatose and dependant for all acivities of daily
] living.
' Medical record review of the dune 2010,
! physician's recapitulation orders, signed by the
* physiclan on July 14, 2010, revealed the resident
| was to receive Atrovent {bronehodliator) unit dose
___”,__.__-v_"—_—-_ . i
S ESRATORYDIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE {%5) DATE
R Y - ] : Slanlle
Any deficiency sfatoment anding with an asterisk (') denotes 2 Seficiancy which tha institution mey bs excused froa eofvecting providng it is détermined that

other safequands provide sudficient pratection ta the pationts. (See inginuctions.)
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F 176 Continued From page 1
: and Xopenex (bronchodilator) 0.63 mg by a
‘ nebulizer freatment.

} Medical record review revealed no dacumeritaﬁon
| the resident had been assessed for
i sef-administration of medications.

: Observation on August 9, 2010, at 3:05 p.m.,

i ravealed the residentsitting in an elecfric

! wheelchalr, unattended, receiving a nebulizer
treatment Continued observetion reveated the
bottom of the nebulizer mask was-located in the
! resldent's mouth. :

]

' Observation and interview on August 8, 2010, at
3:10 p.m,, with Licensed Practical Nurse {LPN)
#2. revealed the resident sitting in the eleclric
wheelchair, with the bottom of the nebuliizer mask
located in the resident's mouth. Interview with
LPN #2, at the fime of the observation, revealed
the nebulizer mask had been placed an {he
resident approximately 30 minutes prior o the
obssrvation., Cantinued interview with LPN #2
 confirmed the resident had not been pssessed for
, self-administration of medications. )
F 246 : 483.15{e){1) REASONABLE ACCOMMODATION
ss=0 OF NEEDS/FREFERENCES *

I A resident has fhe right to reside and receive

| services In the faciity with reasonable

| aceommodations of individual needs and

: preferences, except when the health or safety of
! the individual of other residents would be

i endangered.

{

; This REQUIREMENT is not met s evidenced
i by: -

F176

F 246

3L
T

FORM CHAS-2567(02-85) Previous Varsions Otooldte Event ID:FHI311

_ Faclily [0: TNTSQS t continuation shiet Page 2 of 12



08/27/2010 FRI 14:3§

@8/17/201e 93183 BE55945739

FAX 6158901224 KMHC HEALTHQARE

HEALTH CARE FACILIUy

Jioo7/024

PRINTEL: uuallsgf%]i 1%}

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME ND. 0938-0391
STATENENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA® (02) BMULTIPLE CONSTRUCTION i3} DATE SURVEY
AND PLAK OF CORRECTION ABENTIFIGATION NUMEER: ‘ GOMPLETED
A BUILDING
445108 B. WING 0B/11i2040
NAME OF PROVIDER QR SUPPUER STREET ADDRESS, CITY, STATE, 2IP 00DE
420 M UNIVERSITY ST
b.lHd HEALTHGARE, MURFREESRORO MURFREESBORO, TN 37120
) 1D SUMMARY STATEMENT OF DEFICIENCIES T PROVIDERS PLAN OF CORRECTION )
PREFIX oH DEFIGIENGY MUST BE PRECEDED BY FULL |  PREFIX {EACH GORRECTIVE AGTION SHOULD BE CONPLETION
. TAG R{E(ASULATORY OR LSC IDENTIFYING INFORMATION) TTAG CROSS-REFERENGED TO THE APPROPRIATE DATE
] [ QEFICIENGY)
F 246 | Gontinued From page 2 F 248
Based on observalion, and intarview, the facility !
1 failed to provide insure a call light was within )
reach for ane (#31) of thirty thiee residents ' F246

| reviewed.
The findings included:

! Resident #31 was admitted to the facility on
August 2, 2008, with diagnoses including
Dementia, History of Deep Veln Thrombosis,
Contractures, Hypertension, and Chronic Pain.

| Review of the Minimum Data Set (MDS) dated

; Jluly 1, 2010, revealed the resident had difficulty
: with long and shert erm memory, moderate

| difficulty with decision making sklls, and

b i'_equired asslstance with all acfivities of daily

j Iving.

Observation on August 11, 2010, at ¢:1C am.,
revealed the resident lying in the bed, and
 requesting a bed pan. Continued observation at
the same time, revealed the call light had been

feach.

Certified Nursing Assistant (CNA

! interview with
at 910 am., inthe

I #5) on August 11, 2010,

{ use the bed pan and the call light was not in the
1 resident’s reach.
F 251 | 483.20(K)(3)() SERVICES PROVIDED MEET

s5=D | PROFESSIONAL STANDARDS

| must meet professional standards of quality.

H
1

'i This REQUIREMENT is not met as evidenced

placed on the bed side table sutof the resident's

resident's room, confirmad the rasident needed to

i The services provided or armranged by tha facllity -

F 281

The call light for resident #31 was
put into the patient’s reach upon
notification to the staff that it was not
accessible to the patient. All
patients at that time were checked for
accessible call lights. In-services
were conducted for nursing partnets
on 8/16/10, 8/17/10, 8/23/10 and
8/31/10. A quality assurance study
will be conducted by the DON or her
designee monthly until 100%
compliance is met and then as
directed by the Quality Assurance
Committee.

8/31/10
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F 281 Continued From page 3 F 281 ,
by . F281 .
- Based on medical record faview, observation, . tssod
: and interview, the faeility failed to follow the The MD was notified of the mi
: physiclan's orders for one (#12) of thity-three Procrit on resident # 12 on &/9/10 and
| residents reviewed, the medication was discontinued per
. . s jew of all
[ The findings included; the physicians order. An roview 9
The findi -gs ' July MAR’s was conducted by the R
Resident #12 was aditted bo the facility on unit managers on 8/10/10 to check R
gua%;st 11, 2209._'.-:1%10 dlagngusesHincIugh? Iran for omitted medications. In-services 1. R
ency Anemia, Cangestive Heart Failure, . . ot aadn
Afrial Fibrillation, Chronic Kidney Disease, regarding missed medications o ih
Diabetes with Newrological Manifestations, conducted for Licensed Nurses by the
Peripheral Neuropathy, Anxiety, Depression, and DON on 8/10/10, 8/16/10, 8/17/10,
insemnia. : _ 8/23/10, and 8/31/10. A quality
PRI tudy regarding missed
i Medlcal record review of a physician's order assurance ste,
| dated July 7, 2010, revealed the resident was to medications will be conducted
, tecslve Procrit (medication to treat anemia) monthly for 3 months and then as
! 40,000 units subcutaneously every threc weeks, | directed by the Quality Assurance
|
s and ta hold or not administer the medication if the Co mmitteg Quality 8/31/10
! hemogiabin was greater than 12 or the hematocrit e
[ was greater than 32. Medlcal racord review of a
i physician's order ated July 18, 2010, revealed .
 the hemoglobln and hematocrit were to be .
i checked every month, . ‘
| Madical racord review of a laboratory repait dated
July 6, 2010, revealed the hemoglobin was 9.3
: (refarende range 11,56-15.5) and the hematocrit .
; was 27.9 (reference ranga 36.0-45.0). R
i Medical recend review of the July 2010, N
Madication Record ravealed the Procrit was
administered on July 8, 2010, and a box on the
Medication Recond indicated the Procrit was alsb
lo be administered on July 29, 2010. Continued
review of the July 2010, Medicatian Riacord _
ravealed the Progiit was not inttizled as
EORM m.gs‘av(ga) Presfous Yarzions Dhaclate Evont ID:FH131{ Faelity IE: TNTS05 If continuatior: ohieat Pape 4 of {
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i adminietered on July 29, 2010
. Observation on August 8, 2010, at 1:30 p.m,
i revaaled the resident lying on a low had, with
| bilateral floor mats In place,
| s
: Interview on Auglist 8, 2010, at2:35 p.i., with
! Licensed Praclical Nurse (LPN) #1, (nurse
| responsible for the administration of the Procrit on
1 July 29, 2010), in the nureing station, confirmed
* the Procrit was not adminlstered as ordered o
: July 29, 2010,
F 371 ;483.35() FOOD PROCURE, F371] F371
8S=FRi STORE/PREPARE/SERVE » SANITARY .
{ i NHC Murfrecsboro doss maintain the dictary nE
! The facility must - department in a clean and sanitary manncr, The SN
. 1 (1) Procure food from sources spproved or dish machine was inspecicd by Ecolab on
! consld_ared satisfactary by Federal, State or (ecal 2/26/10. A néw machine wash tamperature’ o
| authoritias; and thermostat and a heating ¢lement were installed. "
i (2) Stare, prepare, distribuie and serve food Thermostats and gauges were calibrated.
: under sanitary conditions Machine tested at a minimum ol 162 dogrees
! during wash cycle. Machine is working properly
I aboyc minimum 160 degree veash lemperature,
Conlinuous monitering wifl be maintained to
ensurc proper wash temperamres. All pans of
various sizes were checked for wet nesting nd
. . . lled from shel d re-washed immediatcly.
Th-ns REQUIREMENT is not met as evidenced ifwlhu dTying :hc:n?:lvas pl"lvrf‘.bha.sc(;r:::l -
by: delivered on 8/20/10. The two compartment sink
Based on obsarvatian, review of manufaciurer's table was cleaned and oll debris removed around
instructions, and intarview, the facllity falted to the table logs, and along the front edge of the
| maintain the dietary department in & elean and jower shelf, The rest of the kitchen was inspected
| sanitary manner. for ¢leanliness on 8/5/10. Stall was in-serviced
: on proper cleaning of shelf and signing offon
' The findings included: clcaning list. The stcam table in the front tray
i Tine was ¢hecked for proper iemperature range.
] . The pork chops and hamburger pattics were rc- .
} Ohservation _of fhe d:elgry deparpnent on August Heated and then served 1o the patients. In- o
i 8, 2010, at 9,30 a.m., with the Dietary Manager services were conducted on 8710710 to dictary '
iand the Registered Dietitian (RD), revealed the
| dishwasher fafled to reach femperatures L
FORM GMS-2557(02-03) Provious Vetskins Obsolsts Evort ID:FH11S Facllly ID: TN7305 If continuation sheet Page: 5 o 12



UG/ LI/ZYLY KHL Lar3{ FAX OL93YVULZZ4 MHU HEALTHCARE Aore/saz4d

PRINTED: 08/16/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIER/CLIA LTIPLE GONS
AND PLAN OF CORRECTION *n IDENTIFICATION NUMBER; b TRUGTION 3 EQE?%RQ’F
A, BUILDING
445108 8. WING 08/11/2010
NAME OF PROVIDER QR SUPPLIER STREET ADORESS, CITY, STATE, ZIP GODE
420 N UNIVERSITY 5T
NHC HEALTHCARE, MURFREESBORO MURFREESBORO, TN 37130
X410 | SUMMARY STATEMENT OF DEFICIENGIES [ I PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG ¢  REGULATORY ORLSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE AFFROPRIATE BATE
! ! DEFIGIENCY)
F 471 Continued From page 5 I Fan:

' recommended by the manufacturer, of 160

| degrees F. during the wash cycla. Continued

j observation revealed the wash temperature

; reached 155 degrees F. Confinued observation

' on August 9, 2010, at 10:35 a.m., revealed the
 dishwasher temperature reached 150 degrees F.
| Observation of the metal plate on the side of the
i dishwasher indicated the wash temperature

| should reach 160 degrees F.

|

| Continued observation on August 9, 2010, at 9:45
I a.m., with the Dietary Manager and the R.D.,

i revealed twenty-seven pans, of various sizes,

{ were stacked and stored wet.

| Continued observation on August 9, 2010, at 9

i 50 a.m., revealed an eight foot, two compariment
' gink table had food, moisture, and debris built up
| around the table legs, and atong the front edge of
i the lower shelf.

i

Interview with the Registered Diefitian and Dietary
Manager on August 9, 2010, at 10:40 a.m,, in the
kitchen, confirmed the dishwasher, hot temps, did
not reach the manufacturer's recommendations;
twenly-seven pans were stacked and stored wet,
and the table had food, moisture, and debris built
up on the second (lower) shelf,

( Observation of the hot food temperatures on

i August 10, 2010, at 11:50 a.m., with the Dietary
: Manager and the Registered Digitian, of the front
, tray line, revealed the temperatures of the Park

i Chops and Hamburger Patties were below the

i recommended hot food temperaturas of 140

‘ degrees F. or above. Continued observation of
1 the Front Tray Line, revealed the Pork chops

| were 130 degrees F. and the Hamburger Patties
| were 120 degrees F. Both the Pork Chops and

|

FORM CMS-2567(02-99) Previous Versions Obsoleta Event ID; FH1311 Facility ID: TN7505 If continuation sheet Page & of 12
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a0 | - (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTVEACTION SHOULDBE | GowPLETIoN
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F 371 | Continued From page 6 F 371 FS?:
. . . con
the Hamburger Patties were pulied and reheated. :_srt_q(fgn the cf!?ning schegule, proper procedurcs
. . ) - or storage of dryin, d iledng of faod
( Intesview with the Registered Dietitian on August items found bellt-)yw sgtzfna::rsl:l Trll:c? Eigggsnowiﬂo
10, 2010, at 12:15 p.m., in the dietary : . conduct a QA study on wet nesting, sanitation and
! department, confirmed the foad temperatures food tempcraturcs 3 x week for [ month, monthly
: were below 140 degrees F, interview with the RD: % 2 months, then as directed by the Quality
on August 11, 2010, a4 9:00 a.m,, in the dictary " | Assurance Commitice. 8/26/10

department, corfirmed approximately 5 -7 trays _
ware served priar to rechecking the food LY RAAA
" | temperatures. _ ] ST
F 425} 483.80(a),{b) PHARMAGEUTICAL SVC - . F425 R
sa-p : AGCURATE PROCEDURES, RPH .| Fd23

Resident # 12 received her eye drops

The facilily must provide routine and emergency

drugs and biologicals to its residents, or obtain | starting on 7/13/10 to current. A
thesrg ggder e;n ﬂgreﬁma_#] def:b[li::;d in review of all MAR’s was conducted
-§483:75(h) of thispart The facility may permit .. . i icati
unlicensed personne! o administer drugs if State . to check for nussg_mcdxca:ﬁnls "
law permits, but onfy under the general secondary to not being avaulabte
i supervision of a licensed nutse. from the pharmacy. A meeting with
' A fa Mty must provide pha fical servi the pharmacy was conducted on
clity must provide pharmaceutical services d or S
(including procedures that assdre the accurate gﬁ{gﬁﬁsi‘faxﬁéc To- '

acquiring, receiving, dispensing, and

administering of all drugs and bleloglcals) to meet services for licensed nurses were

the needs of each resident. : conducted by the DON regarding
 The facility rust emplay or obtain the servi ¢ medications not available on 8/16/10,
: | ro 2 Services 0
o 3 X 8/17/10, 8/23/10 and 8/31/10. A
: 4 Yicensad pharmaclst who provides consultation quality assurance study 1 be _'

on all aspects of the provisien of phammacy

services in the facility. : conducted to check for medication

availability monthly for 3 months
and then as directed by the Quality
Assurance Committee.

| This REQUIREMENT is not met as evidenced

by:
Based on medieal record review and observation,
the facility fallad {o ensure a medication was

FORM GMS-2507(02-99} Pravinixs Viorslons Obsolata Evant [0 PH1At Fandity 1D TNV505 If continuation shest Page 7of 12
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F 441
88D

F425;

Continued From page 7
availahle for one (#12) of thiry-three residents
- reviewed.

The findings included;

" Resident #12 was admitted to the facillty on

! August 11, 2009, with diagnoses ineluding Tron
Defidlency Anemia, Congestive Heart Fajlure,
Atrial Plbrillation, Chronic Kidney Disease,
Digbetes with Neurclogical Manifestations,
 Paripheral Neuropathy, Amdsty, Daprassion, and

. ; Insomnia.

Medical record review of the July 2010,
‘physician's recapiwlation arders revealed the
resident was to recelva Patanol {(medication to
treat allergic conjunctivitis) 0.1% ophthalmic
solution one drop fo each-¢ye twice & day.

1

Medical record review of the July 2010,
Medication Record revealed the Patanal was
circled as not administered on July 12, 13, and
14, 2010, Medleal record review of the reverse

i side of the July 2010, Medication Record revealed
an July 13, 2010, "Fatanol gits (drops) not
avallable-ordered from pharmacy.”

Interview on August 10, 2010, at 7:10 a.m., with
Licensed Praciical Murse (LPM) #3 (nurse |
responsible for the administration of the Patanol
| o July 12, 13, and 14, 2010), at the nursing

i station, canfirmed the Palanol was not available
on July 12, 13, aad 14, 201D,

483 65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

: The facility must estabiish and maintain an
irfection Control Pragram designed to provide &
safe, sanitary and comfortable environment and
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STATEMENY OF DEFICIENCIES | |(x1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION s [ DATE SURVEY
AND.PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILIING . L . COMPLETED -2
_ ‘ 445108 B WING 88/11/2010
* MAME OF PROVIGER OR SUPPLIER SYREET ADDRESS, OITY, STATE, 2P CODE '
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o4 10 SUMMARY STATEMENT OF DEFICIENCIES it PROVIDER'S FLAN OF CORREGTION (5}
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FUL PREFIX (EACH CORRECYIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE DATE
DEFIGIENCY)
F 441 Continued From page 8 Fadl)
 to help prevant the developrent and transmission ’
| of disease and infaction, F441 :
(a) infection Contro! Program The CNA that did not wash her
: The facility must sstablish an Infection Conirol hands after removing her gloves
! Prograem under which it raceived education on proper hand
(1) -Investigates, controls, and prevents infections washing on 8/11 /10. In-services
in the facllity; ding proper hand hygiene were
: {2) Decides what procedures, such as isolation, regarding prop ON for CNA’S
* | should be applied to an individual resident; and conducted by the DON 10
(3) Maintains a record of incidents and corrective and Licensed nurses on 8/ 16/10,
actions related to infections. 8/17/10, 8/23/10 and 8)’31{%103 A
. S i study will be
.| (b} Praventing $pread of Infection quality assurance
(1) When the Infection Contral Program -conducted by the DON or her ¢
determinas that a resident néeds isolation to designee regarding observaion o
prevent the sp]'ead of Inféetion, the facility must proper hand hygiene monthly for 3 af
isciate he fesident. e months and then as directed by the
(2) The Facility must prohibit employees with & ’ Committee g/31/10
communicable disease or infected skin lasians Quality Assurance .0 "L :
from direct contact with residents or thelr food, if .
t dirget contact will frahsmit the disease,
 (3) The facliity must regulre staff to wash their
: hands after aach direet resident contact for which
. hand washing is indicated by accapted
profestional practice. ,
: (€ Linens .
! Personnel must handle, store, process and )
tranzport linens so as {o prevent the spread of
infection, '
g’his REQUIREMENT Is not mat as evidenced
y: ’
Based on observation, facility policy review, and,
interview, the faility staft failed to wash the hands
! after providing incontinence care for one {#1) of
FORM CA{S-2567(02-560) Previoua Veralens Obzalet Facllity b2 TN7505 It conlinuatiot sheet Page 9 uf
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0 PLAN OF CORRECTICN 4. IDENTIFICATION NUMBER: AR - COMPLETED
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_ 445108 B WING 08/14/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
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X 10 SUNIARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (55)
FREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLATION
A0 REGULATORY OR LEC IDENTIFYING INFORMATION) TAG (GROGS REFERENGED TO THEAPPROPRIATE . PATE
DEFICIENCY) *
F 441 Continued From page 9 F 441
+ thirty-three residents reviewed, '

1 The findings included:

| Observation on Audust 11, 2010, at 10:20 am.,

: revaaled Cerified Nursing Assistant (CNA) #1

! providing incontinence cére to resident #1, after
an episode of fecal incontinence, Continued
observation.revealed after providing incontinence
care to the residant, GNA #{ ramoved the gloves
and without washing the hands, obtained elean
linen fram a linen cart Jocated in the haliway.
Continued observation revesled GNA #1 retumed
1 the resident's room and placed the clean linen
on the resident's bed, Confinued observation i N AT .
revealed CNA #1 2gain exfted the resident's room Sl L
. I withqut washing ther hands and opshed tha door : | .
: fo a linen closet, to obiain a pillow. -Eontinued P ‘ "
abservation revealed there were no pillows . an
located In the linen closet and CNA#1 proceeded
to the elevator and pushed the putton to go ta the
laundry to obtain 2 pillow.

Review of the facility’s policy Handwashing
 revealed "...Hands must be washed with soap
* and water when...Before and after assisting

1

| resident with meals or foileting...”

! Interview on August 14, 2010, at 10:35 a.m., with
\ the Director of ursing, in the nursing station,

t confirmed the hands are fo-be waghed after

: providing incontinence care, and confirmed
proper hand hygiene was not completed.

F 514 483,76())(1) RES ‘ F&14 S
88=D RECORDS-COMPLETE/ACCURATE/ACCESSIB |
LE I I

The facility must mainkain ciinical records on each
resident In accardance with accepted professlonal

EORM CMS-2637(02-58) Pravious Verslons Obsokie Evert [D:FH{31{ - Feuity ID; TNTS0S If conbinuation sheet Page 10 of i
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STATEMENT OF DEFIGIENCIER %) PROVIDER/SUPPLIERICLIA . | ¢z MuLTIPLE CONSTRUCTION, ._ | ) DATE SURMEY
AND PEAN OF GORRECTION IDENTIFICATION NUMBER: . L AP COMPLETED
A BUILDING * =
445108 B. WING 08/11i2010
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‘trest allergic conjunctivlis) 0,1% ophthalmic
solution one drop to each eye twice a day.

Medical recard review of the July 2010,
Medication Record revesled the Patanoi was
circled gs niot administerad on July 12, and 14,
2010, Medical recerd review of the Nurses's
Medication Notes, facated on the ravarse side of
the July 2010, Medlzation Racord revaaled no
documentation why the Patanol was not
administered on July 12 and 14, 2010.

Interview on August 9, 2010, at 2:50 p-.m., with
the Director of Nursing (DON), in the conference

room, revealed whena medication was circled as

o4 1D SUMIMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORREGTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY DR L&C IDENTIFYING INFORMATION) TAG canss-REFEREg% E?l yn{E APPROFRIATE DATE
F 514 Continued From page, 10 FSid|
.\ standards and practices that are complete; 514
: gecurately documented; readily secessible; and E )
| gystematically organized, Resident # 12°s MD was notified
s : : . Resident #
The clinical record must contain sufficient regarding th; eye drglraz Residen on
information to identify the resident; a recard of the 12 received her eye drops stariing
resident’s assessments; the plan of care and 7/13/10 to current. A review of July
services provided, the resullg of any 5 medication administration records to
preadmission sereening condusted by the State; tion of
| Snd progress notes. ’ ensure p}'oper documentation
' ' : medications that have heen circled
- on the medication administration
This REQUIREMENT is not met as evidenced record, An in-service was conducted
by: N for licensed nurses on
Based on medical record review and interview, ‘;}Jlgﬁ (? 2 “7;11-0 8/23/10 and
1 ! the facility failed ‘o malntain @ complete medical g .
) record for one (#12) of thirty-three residents . - 8/31/10 regarding proper
‘taviewed, - documentation-of held medications.
ings i . A quslity assurance study will be
The findings included: conducted by the DON or het s
| Medical record review of resident #12's July 2010, desigoee monthly for 3 montbs and -
physician's recapitulation orders revealed the then at the discretion of the Quality , .-{- 8!3 1:'1 '0
| resident was ta tecelve Patanol {medication to Assurance Committee. , i
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F 514 ; Continued From page 11 F514

not administered, the reasen for not administering
the medication was to be dodumented on the
reverse side of the Medication Record.

i Interview on August 10, 2010, at 7:40 a.m., with
: Licensed Practical Nurse (LPN) #3 (nurse

: responsiblé for the administration of the Patanol
i on July 12, and 14, 2010}, at the nursing station, , R

; confirmed the reason for not adminiztering the ) LT
l;g'lt?]nol was not documented on July 12, @nd 14, | _ R

| : .
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